Summary: Transfemoral stenting of stenosis at the common carotid artery (CCA) is a relatively uncommon procedure compared with that for a stenotic lesion of the cervical internal carotid artery (ICA). It may be technically difficult to advance and stabilize the guiding catheter during the procedure. It is particularly difficult in the left common carotid artery (LCCA) because of its anatomical features. However, the degree of difficulty differs depending on the distance from the orifice to the stenotic lesion and the angle of the LCCA and aortic arch. Here, we report guiding catheter techniques for revascularization of LCCA stenosis.
When there is enough distance between the left common carotid artery (LCCA) orifice and the stenotic lesion, and the LCCA does not branch at an acute angle, advancing the guiding catheter into the optimal position may not be difficult.
B:
When there is enough distance between the LCCA orifice and the stenotic lesion, but the LCCA branches at an acute angle, it may be necessary to place a 300-cm GuardWire at the internal carotid artery (ICA) before the guiding catheter can be advanced to the optimal position in the LCCA. C: When the stenotic lesion is at the LCCA orifice, a pull-through between the left superficial temporal artery and the femoral artery might be useful for stabilizing the guiding catheter during the procedure. 
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The left superficial temporal artery (STA) was punctured percutaneously at the preauricular area with a 22-G indwelling needle (arrow). Retrograde angiography shows the left STA and maxillary artery (arrowheads). C: A 300-cm, 0.014-inch guidewire (arrow) was advanced to the external carotid artery using a retrograde approach.
D:
The 300-cm, 0.014-inch guidewire was caught with a GooseNeck Snare (Medtronic, Minneapolis, MN, USA) inserted through the guiding catheter and pulled out from the femoral artery. E: A 300-cm GuardWire was placed at the internal carotid artery (ICA) (arrows) through the guiding catheter. The 300-cm, 0.014-inch guidewire was placed from the femoral artery to the left STA (arrowheads). F: An Express LD (Boston Scientific, Natick, MA, USA) was introduced over the 0.014-inch guidewire along with the GuardWire into the stenotic lesion. Then, the guiding catheter was slowly retracted to its original position in the aortic arch (arrow). 
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